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Preface 
Interim reporting of research is not often done, for a number of 
reasons, and research studies have a way of getting themselves re-
ported and published months after the field tasks have been com-
pleted. H the findings have application either in additional research 
or in practice, many other professional workers find the timing of 
the final monographs and learned journal articles a bit slow. 
Ozzie G. Simmons has generously released the paper presented 
at the annual meeting of the Texas Association for Mental Health 
for publication in preliminary form, even though full :findings will 
be dignified by hard-backed covers and expanded treatment. Dr. 
Simmons had the distinction of being asked by the Professional 
Services Division of the National Institute of Mental Health to 
explore a new area of study-the rehabilitation of persons who have 
spent a time in a public mental hospital. Now, seven years, thou-
sands of dollars, and many hundreds of man hours later, this study 
is nearing completion. The author will be glad to receive reactions 
from other scholars or from persons who work with the returned 
patient. Dr. Simmons will take advantage of these reactions and 
criticism in his preparation of the :final account. 
The Hogg Foundation has special interest in the publication be-
cause its own study of the patients who returned to four middle-
sized communities in Texas is nearing completion. Dr. Fred Craw-
ford and Mr. Glen Rollins, the full time investigators, will have a 
manuscript summary of this field project within a few months. 
We hope that this first of a new series of interim research re-
porting will be of interest to many persons. 
ROBERT L. SUTHERLAND, DirectOf' 
Hogg Foundation for Mental Health 
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Introduction 
Public awareness of mental health and mental illness problems 
has increased dramatically in recent years, along with correspond-
ing professional interest and activity in this field. In the inception 
and expansion of research, attention was predominantly attracted 
to epidemiological and etiological problems. More recently, re-
search has been directed to the sociocultural milieu in which mental 
illness occurs and is treated, with particular focus on the social 
structure of the mental hospital. Research in the field of psychiatric 
rehabilitation is even more recent, and has been primarily stimu-
lated by the interest and support of the National Institute of Mental 
Health, which eight years ago undertook to support a pilot study 
of rehabilitation and rehabilitation personnel within the Boston 
State Hospital. This project, which is now in the process of analysis 
of findings, was primarily service-oriented, and employed re-
searchers largely to investigate the impact and consequences of 
the service program. 
The staff of the National Institute of Mental Health soon felt a 
need .to extend research activity into what they termed the com-
munity aspects of psychiatric rehabilitation. Since little was known 
about what actually happens to patients when they leave hospitals, 
it seemed worthwhile to make an intensive study of posthospital 
experience. As a consequence, in the fall of 1953, the Community 
Health Project was initiated, under a special grant from the Na-
tional Institute of Mental Health, at the Harvard School of Public 
Health. The initial mandate from the National Institute of Mental 
Health was very general, namely, to develop a framework and 
some working hypotheses for research on the community experi-
ences of former mental patients. The project staff was to determine 
the specific focus, plan, and design of the research. It was believed 
that the project would ultimately provide some guide lines for 
facilitating the total rehabilitation process. 
Our exploratory work defined an area of research interest cutting 
across disciplinary and conceptual lines in the behavioral sciences. 
Accordingly, the professional staff which was assembled repre-
sented sociology, anthropology, psychology, psychiatry, and social 
work. Although it was hoped that the research product of this 
group would be of an interdisciplinary nature, it must be said that 
this goal was not achieved and that the research has been pre-
dominantly oriented to the concepts and methods of sociology and 
social anthropology. 2 In its organization the project differed from 
the usual mental health research team in having the locus of ad-
ministrative and research direction in social science rather than in 
psychiatry. This social science emphasis was felt to be congruent 
with a focus on the community experience of patients and with the 
fact that, as a research project, no service was to be offered. 
It has taken a considerable time to develop this research to the 
point where there are substantive findings to report. One of our 
principal studies is only now entering the analysis stage and, there-
fore, has no findings to report as yet, while another is still in the 
terminal stages of data collection. We are not yet in a position to 
impart major findings and conclusions, as our schedule calls for 
terminal reports on the project to be prepared by late 1961. It is 
possible, however, to describe the nature of our research, its ob-
jectives, and the kinds of problems we are studying. Moreover, 
there are a number of findings obtained in the studies we have com-
pleted thus far which, although reported in detail in a series of 
published papers, will be summarized here. 
2 For a discussion of the problems of interdisciplinary collaboration at an 
earlier phase of the project's development, see Ozzie G. Simmons and James 
A. Davis, "Interdisciplinary Collaboration in Mental Illness Research,,. Amer-
ican Journal of Sociology, 63 (November, 1957), pp. 297-303. 
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Types of Studies 
The research program includes two principal types of studies, 
one oriented to qualitative analysis, the other to quantitative re-
search. The first type is a longitudinal case study program, in which 
a small group of former patients and their relatives have been inter-
viewed for varying periods of time ranging up to four and one-hall 
years after the release of the patient from the hospital to the com-
munity. The second type consists of a series of special, problem-
oriented studies in which the relationships between specific varia-
bles are investigated by the use of separate samples or study 
groups and structured interviews. Although these two approaches 
differ with respect to interviewing techniques, size and nature of 
study groups, and specificity of variables, both are concerned wi~ 
what we call the ''fate of the patient," or differential posthospital 
outcomes, and with the social and cultural factors that appear to be 
significantly associated with these outcomes. 
Before going on to describe these studies, we may consider 
briefly some of the characteristics of the field of psychiatric re-
habilitation, as these have been communicated to us by practi-
tioners, and their consequences for the researcher in this field. To 
begin with, there is considerable variability in the criteria currently 
employed among practitioners to evaluate situations and processes 
as rehabilitative or non-rehabilitative. This wide range of variabil-
ity is also applicable to judgments about what constitutes the end 
product of rehabilitation. For example, rehabilitation efforts may 
be oriented to goals of, at one extreme, re-establishing the patient's 
former level of functioning, and, at the other extreme, realizing 
"maximum potentiality.,, Moreover, there is apparently little con-
sensus about such issues as the selection of subjects for rehabilita-
tion, the appropriate techniques to be employed, and the allocation 
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of effort and resources in accordance with the most effective use of 
available time and professional personnel. 3 
These unresolved issues are further compounded by the fact that 
rehabilitation is in this case directed toward mental illness, which 
in itseH is not conceptually isolable in any systematic way from 
the range of variation in everyday interpersonal behavior. Just as 
hospitalization itseH is no consistent indicator of degree of mental 
illness, so release in itseH is no consistent indicator of degree of 
mental health. Moreover, changing conceptions of the mental hos-
pital's function from custodial to therapeutic care has raised the 
issue of the hospital's responsibility for rehabilitation of the patient 
and has led to a considerable re-examination on the part of hospital 
personnel of the hospital's relations with the community.• 
In view of the ambiguity that characterizes concepts of psy-
chiatric rehabilitation, and of the lack of standardization in re-
habilitation practice, the researcher is left to his own decisions and 
judgments in defining his research in such a way that his ultimate 
findings will be significant and relevant for problems in the field of 
rehabilitation. We are not committed, by our mandate from the 
funding agency, to "applied research," in the sense of research on 
the adequacy of existing rehabilitation services and practices, nor 
to "action research," in the sense of undertaking to provide services 
ourselves and at the same time to evaluate the results of such serv-
ices. Rather, we have taken the position that we are engaged in 
"basic research" on the posthospital experiences and problems of 
mental patients and their families. We felt that this approach 
3 Jerome K. Myers has provided a graphic and detailed discussion of the 
problems and issues in the field of psychiatric rehabilitation in a summary 
report of the observations of a group of sociologists who participated in the 
working sessions of rehabilitation workers at a conference on psychiatric re-
habilitation. See Jerome K. Myers, "What Did We Accomplish? Summary 
Report of the Observers," Proceedings of the Conference on the Rehabilita-
tion of the Hospitalized Mentally Ill, Stowe, Vermont (May 27-29, 1958), 
pp. 127-138. Mimeographed and distributed by the University of Vermont 
College of Medicine, Burlington, Vermont. 
•See, for example, Milton Greenblatt, Richard H. York, and Esther 
Lucille Brown, From Custodial to Therapeutic Patient Care in Mental Hos-
pitals, New York: Russell Sage Foundation, 1955. 
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would provide substantive knowledge which could ultimately be 
used for program planning and development in rehabilitation prac-
tice. In order to implement this position, we have attempted to de-
fine areas of research interest that would enable us to stay close to 
our own fields of competence and still obtain findings that will have 
practical implications for the field of rehabilitation. 
11 
Longitudinal Case Study 
AIM AND FOCUS 
The aims of our special studies will be made clear at a later point 
in this paper. The general aim of the Longitudinal Case Study has 
been to identify types of posthospital experience, to describe the 
reactions of former patients and their relatives to these experiences, 
and to demonstrate the significance and relevance of the findings 
for rehabilitation. This exploratory study, it is hoped, will provide 
substantive knowledge about posthospital experience and will gen-
erate hypotheses and insights worthy of investigation in future 
research. Although this study cannot assess the rehabilitative and 
non-rehabilitative value per se of the patient's posthospital situ-
ation, it can investigate certain sociocultural aspects of that situ-
ation in terms of their significance for the posthospital fate of the 
patient and of their implications for rehabilitation. Our focus is on 
problems of community living where a former patient is in the 
family, on the perceptions and evaluations of the patient's behavior 
expressed by the principal informants, the patient himseH and a 
significant relative, and on the ways in which they respond to these 
perceptions and evaluations. 
DESCRIPTION OF THE STUDY 
A long-term investigation of the natural history of posthospital 
experience was adopted as the most fruitful procedure for initial 
studies in such an uncharted area. Since the case studies were un-
dertaken for discovery and exploration purposes with an ultimate 
aim of hypothesis-making rather than hypothesis-testing, no at-
tempt has ever been made to develop a specific problem focus and 
corresponding set of hypotheses for this part of our research. A 
number of attempts have been made, however, to formulate re-
search questions which would be broad enough to maintain con-
sistency with our exploratory aim and at the same time narrow 
enough so that we would not be faced with the staggering task of 
investigating the entire posthospital world of the patient. This 
dilemma has never been entirely resolved, and our formulations of 
research questions have therefore been subject to a number of 
vicissitudes over the period of the study. 
The field phase of this research was terminated in August, 1959, 
at which time 89 cases of patients and relatives had been followed 
for periods ranging up to four and one-half years. Of these, a maxi-
mum of 32 cases are judged to meet the requirements for our prin-
cipal data analysis, while the remaining 57 cases will provide ma-
terial for supplementary analysis. 5 One objective is an evaluation 
of the study methods; the other an analysis for substantive findings. 
We are presently engaged in developing an analysis scheme, a 
task which involves a number of problems that are still in process 
of solution .. In large part, these problems are due to the special 
characteristics of the study; one of the principal problems is that 
of capitalizing on the longitudinal view we have gained of the 
processes and sequences of posthospital experience. 
The former patients we studied all have been formally diagnosed 
schizophrenic, are under 50 years of age, and have returned to 
either a parental family (parents and siblings) or a conjugal family 
(spouse and children). All cases were drawn from the two state 
hospitals that serve the city of Boston. The principal study group is 
divided between males and females, between short-term and long-
term hospitalizations, and between the two family types. Patients 
and their relatives were brought into the study while the patients 
were still in the hospital and at a time when hospital staff felt there 
was a high probability of their release in the near future. 
In our repeated interviews with the former patient and his rela-
s For an analysis based on case study materials collected during an early 
phase of the research, see Herbert Naboisek, Ozzie G. Simmons, Dorothy M. 
Mathews, and Stanley H. Cath, "Hospital Image and Posthospital Experi-
ence," in Milton Greenblatt, Daniel J. Levinson, and Richard H. Williams 
(eds.), The Patient and the Mental Hospital, Glencoe, Ill.: The Free Press, 
1957, pp. 565-576. 
tives, who were either parents or spouses, we sought to identify the 
processes by which the patient was drawn into or separated from 
his family. We also attempted to isolate the factors that became 
crucial in facilitating, reversing, or stabilizing these processes. To 
gauge the community situation, we began with the patient at the 
level achieved in the hospital, and attempted to discern, along a 
time axis, what became viewed as deviant behavior of the patient, 
as perceived by the patient himself and/ or his relatives, how much 
of this was viewed as problematic by the latter, the ways in which 
the problems were handled, and the thresholds or points at which 
the deviance was no longer acceptable and could not be handled 
within the family. 
QUESTIONS RAISED 
In our first approach to analysis of the data, we are concerned 
with the two very broad questions to which we have oriented the 
study: 1) What are the terms of acceptance and non-acceptance of 
the former patient in the family? 2) What are the problems of the 
former patient in regaining access to status in the family? We are 
taking as the departure point for data analysis a further question: 
What difference does it make that the patient was hospitalized for 
mental illness? Or, stated another way, what part does the formal 
definition of former patient play, for patient and family, with re-
gard to terms of acceptance and problems of status? We are con-
cerned with identifying the characteristic patterning within and 
across cases of the process of perception and evaluation of the for-
mer patient, and with identifying the patterned responses of the 
patient and his relatives to these perceptions and evaluations. 
Special Studies 
Special studies, which have been designed, in part, on insights 
obtained through the Longitudinal Case Study, will be described 
briefly. 
WHERE PATIENTS SHOULD LIVE 
The earliest special study investigated the issue of where pa-
tients should live after release from the mental hospital. 8 This re-
lease phase, the initial phase of the posthospital situation, is one in 
which social as well as psychiatric factors play a crucial part. 
Events that occur between the clinical decision to consider the 
patient for release and his return to the community were consid-
ered within the release process. Our attention was first drawn to 
the release phase by our case-finding efforts in the Longitudinal 
Case Study, which were impeded by vagueness of predictions and 
conflicting statements about release dates from chiefs of service 
and other members of hospital staff, rapid changes in release dates, 
and confusion of patients and their families as to the imminence of 
release. 
In this study, we collected data on 85 patients with diagnoses of 
psychosis consecutively released from each of four services at a 
large state hospital. The chiefs of these hospital services were used 
as the informants. We found that considerable strain is imposed on 
the relations among the three parties involved in the decision-
making process of release, namely, doctor, patient, and family. The 
strain seemed to be generated by the uncertainty and ambiguity 
surrounding release from the hospital, and the resulting situation 
e Ozzie G. Simmons, James A. Davis, and Katherine Spencer, "Interper-
sonal Strains in Release from a Mental Hospital," Social Probl.ems, 4 (July, 
1956), pp. 21-28. 
afforded varying opportunities for the exercise of power by the 
three participants. Although the hospital has the greatest amount 
of formal power to determine the outcome of where the patient 
should go on release, the patient seems to have the greatest de 
facto power. Based on the relationships documented, the following 
generalizations were made: 
1. Family, patient, and hospital personnel frequently disagree 
about where the patient should live when he returns to the 
community. 
2. The patient almost always gets his way about where to live, 
both in the more frequent instances when he is in a coalition 
with either family or hospital, and in the infrequent cases 
when he is in the minority. 
3. The family and hospital get their way when they are in a 
coalition with the patient. Otherwise, they do not. 
The prominent part played by patient and family in determining 
decisions about release plans is enhanced by the fact that our so-
ciety provides few after-care resources or special channels for re-
integration of the mentally ill into the community. Since none of 
the three participants has any substantial access to whatever re-
sources are available (or may not want to utilize such resources as 
are available), and no one else is moved to assume responsibility, 
the situation usually must be worked out within this triadic rela-
tionship. This patterning of the release process is likely to have 
various implications for what may be the course of posthospital 
experience, but it also appears that much of the ambiguity, and 
hence the strain, of the release process itself might be reduced if 
1) hospital and community practitioners can learn to work to-
gether, and 2) the families of patients are invited to participate 
directly and at an early stage in the hospital> s planning for release. 
POSTHOSPITAL PERFORMANCE OF MENTAL PATIENTS 
In subsequent studies, we have investigated a series of hypoth-
eses derived from the proposition that tolerance of deviant be-
havior, on the part of the patient>s significant others, is a strategic 
factor affecting the process of posthospital experience. Such toler-
ance may play a critical part in determining whether or not the 
patient succeeds in remaining in the community.1 These studies, 
employing measures of occupational and social performance as 
criteria of level of functioning, support the impressions of prac-
titioners that former patients frequently live in the community 
while actively psychotic and socially withdrawn. Explanation of 
the continued existence in the community of a large number of 
former patients who are less than well must be made with refer-
ence to the nature of their interpersonal relations in the posthos-
pital situation. Accordingly, differential tolerance of deviance on 
the part of family members was advanced as a prominent factor in 
prolonging the community stay of former patients who function at 
low levels. 
Tolerance of deviant behavior, in these studies, denotes con-
tinued acceptance of the former patient by his significant others 
even when he fails to perform according to the standards pre-
scribed for adult males, as these are defined by the society. What-
ever may be the areas in which deviant behavior is likely to be-
come a critical issue between the patient and those who comprise 
his world, occupational performance is, in our society, one of the 
most pervasive, and acceptance of adult males who do not work or 
participate in social activities may be said to constitute substantial 
evidence of high tolerance of deviance. 
A Pilot Study 
This proposition of tolerance of deviance was first used to ex-
plain the findings of a pilot study of a small number of patients and 
their families.8 Although the 59 cases in this study group were "suc-
cessful" in the sense that they had stayed out of the hospital con-
tinuously for a minimum of two years, only slightly more than 50 
per cent were high performers in the sense of working full-time or 
7 The concept of tolerance of deviant behavior is discussed in a number 
of books on social problems and social deviance; for example, Edwin M. 
Lemert, Social Patho'logy, New York: McGraw-Hill, 1951. 
8 James A. Davis, Howard E. Freeman, and Ozzie G. Simmons, "Rehos-
pitalization and Performance Level Among Former Mental Patients," Social 
Problems, 5 (July, 1957), pp. 37-44. 
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being responsible for the care of the home, and of participating in 
social activities outside the family. The low performers were found 
to be concentrated in parental families, i.e., to occupy the kin role 
of "daughter" or "son," while the high performers were living pre-
dominantly in conjugal families, i.e., they occupied the kin role of 
"wife" or "husband." It seems that parents are much more tolerant 
of low performance on the part of their children, regardless of what 
age the" child" may be, than one spouse is of the other. 
On the basis of this finding that patients with low performance 
levels are most frequently found in parental families, the hypoth-
esis was advanced that this type of family is more likely to toler-
ate a patient with a low level of performance. This hypothesis is 
consistent with the fact that, in the parental family, the child's role 
is the only social-biological role without expectations of instru-
mental, i.e., work or task, performance. The child's role, regardless 
of age, consists essentially of emotional relationships with parents, 
and, compared with other family roles, is much less focused on in-
strumental performance. To the extent that the grown-up "child" 
in the parental family is specifically expected to work, the structure 
of such families usually provides for alternate family members who 
can replace or supplement his performance when it is inadequate. 
For example, unlike spouses, or those who live alone, "children," 
even if employed, are seldom the sole workers in a family and are 
usually free of the stresses associated with the breadwinner role. 
The inference that parental families, in comparison with con-
jugal families, are more tolerant of deviance was supported by con-
trasting the family settings of low level patients who succeeded in 
staying in the community with those of patients who were released 
but subsequently rehospitalized. In comparison with low level pa-
tients in the community, many more "husbands" than "sons" were 
returned to the hospital both in the pilot study and in the larger 
study which we will now consider. 
A Larger Study 
Based on the pilot study, a larger survey, of 182 cases, was under-
taken both to replicate the relationship between family setting and 
levels of occupational and social performance among patients who 
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succeed in remaining in the community, and to test other hypothe-
ses derived from the proposition regarding tolerance. The inform-
ants were ·female relatives of male patients who succeeded in 
remaining in the community for at least one year after release from 
one of 13 hospitals in the Boston metropolitan area. The patients 
were between 20 and 60 years of age, white, native born, and were 
hospitalized more than 45 days prior to release. By diagnosis, all 
were psychotics with non-organic disorders, the majority schizo-
phrenic. The hypotheses tested in this study all concemed vari-
ables associated with patients' posthospital performance levels. 
The measurement of performance level was accomplished by com-
bining the ratings on two scales. Those patients rated at the high 
end work full-time, have worked steadily since release from the 
hospital, and participate in formal and informal social activities 
with some frequency and as often as do their families. Those on the 
low end have not worked since hospitalization and do not partici-
pate in any social activities. 
The variables, each of which will be described briefly, are family 
setting, personality characteristics of female relatives, family size 
and composition, social class status of the patients' families, and 
familial expectations. The findings for this study population are in 
the predicted direction for each of the relationships analyzed. 
I. Patients with low performance levels are found in parental 
families and those with high performance levels in conjugal fami-
lies. The associations between low performance level and parental 
family, and between high level and conjugal family, were of an im-
pressive magnitude and constitute a substantial replication of the 
earlier findings. 9 Explanation of the diHerential performance of 
former patients in terms of tolerance of deviance on the part of 
9 Howard E. Freeman and Ozzie G. Simmons, "Mental Patients in the 
Community: Family Settings and Performance Levels, .. American Sociological 
Review, 23 (April, 1958), pp. 147-154. Although the results are striking, in 
that the patients who are husbands are ahnost exclusively concentrated at 
the high points of the performance scales and, conversely, patients who are 
sons cluster at the low points, it should be remembered that these distribu-
tions are still a matter of relative proportions, of course. For the detailed find-
ings, see the papers that are summarized here. 
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their significant relatives could, however, represent an overem-
phasis on the posthospital situation and a neglect of prehospital 
and hospital conditions. A qualification on these findings was that 
only a limited analysis of the influence of prehospital performance 
level and of differential effectiveness of hospitalization could be 
made, since it had to depend on hospital record data and retro-
spective information from the relative interviewed. This analysis 
of the prehospital and hospital conditions did not vitiate, however, 
our proposition of tolerance as a strategic factor in posthospital ex-
perience. 
2. Low level patients reside with female relatives "atypical" in 
personality (at least with respect to the ideal personality stereo-
types in our culture). These relatives tend to be authoritarian, 
anomic, frustrated, rigid, and withdrawn in comparison with rela-
tives of high level patients.10 A number of scales assessing "per-
sonality» characteristics were administered to the female relatives 
who were interviewed. Essentially, we are less concerned with the 
inherent meaning of these crude personality scales than we are 
with what we regard as substantial evidence that relatives of low 
level patients do tend to be "atypical" in personality.11 
10 Howard E. Freeman and Ozzie G. Simmons, "Wives, Mothers, and the 
Posthospital Performance of Mental Patients," Social Forces, 31 {December, 
1958),pp. 153-159. 
. 11 The personality scale items are generally "yes-no" questions of the same 
type used in Leo Srole' s anomia scale. Srole has published this scale, as well 
as the five-item authoritarianism scale, in his "Social Integration and Certain 
Corollaries: An Exploratory Study," American Sociological Review, 21 {De-
cember, 1956), pp. 709-716. The items comprising the scales on frustration, 
rigidity, and withdrawal were constructed by Srole and associates for the 
Midtown Manhattan Mental Health Study, conducted in the Department of 
Psychiatry, Cornell Medical College, under the direction of the late Dr. T. 
A. C. Rennie. The items and rationale associated with these scales will ap-
pear in a forthcoming monograph on the Manhattan study. Our categoriza-
tion of some of the scales as "personality characteristics" is at variance with 
the manner in which they were originally conceptualized. Srole postulates 
anomia, for example, as a phenomenon emerging from the interaction of per-
sonality and sociocultural variables, although we have considered it, for our 
purposes, as a personality characteristic. With respect to anomia in particular, 
but in terms of all the characteristics indicated, our classification of the scales 
as individual characteristics makes no reference to their genesis. 
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3. Parental families with low level patients tend to have other 
male members available to supplement or replace the patient, and 
to · be families in which the patient is not perceived as either a 
breadwinner or potential breadwinner. There is no relationship be-
tween number of females in the household and performance levels. 
It would seem that the availability of males, rather than the gross 
number of family members, is important for performance level. 
Low level patients appear to cluster in households where there are 
other males available as functional equivalents to occupy, or share 
the occupancy of, roles generally prescribed for the former pa-
tient.12 
4. A direct relationship exists between patients' posthospital 
performance levels and the social class status of their families, i.e., 
middle class families contain proportionately fewer former patients 
who neither work steadily nor participate regularly in social ac-
tivities than do lower class families. Our investigation of this hy-
pothesis was derived from the thesis that the posthospital fate of the 
patient is influenced by his family's commitment to the dominant 
values of the society. Families less committed to these values are 
more likely to tolerate deviance in occupational and social per-
formance than are other families. I~ addition to finding a direct 
relationship between measures of objective class status and pa-
tients' performance levels, we found that relationships between 
performance levels and three other variables that are thought to 
reflect degree of commitment to the dominant values, namely, class 
sell-identification, religion, and ethnic background, were all in the 
predicted direction.13 
5. Data were also collected on family members' expectations of 
patients' posthospital performance. We found that low level pa-
tients reside with relatives who did not expect them to work or to 
participate in social activities even six months after release from 
the hospital. Patients with high performance levels, on the other 
12 Ozzie G. Simmons and Howard E. Freeman, "Familial Expectations and 
Posthospital Performance of Mental Patients," Human Relations, 12 (August 
1959),pp.233-242. 
13 Howard E. Freeman and Ozzie G. Simmons, "Social Class and Posthos-
pital Performance Levels," American Sociological Review, 24 (June, 1959), 
PP· 345-351. 
hand, live with relatives who expected them to work and to be 
socially active within three months after hospitalization.14 
In addition to performance measures, we employed another 
criterion in evaluating the former patients-their normality of be-
havior in the posthospital period as reported by their female rela-
tives. Work performance, social participation, and the absence of 
bizarre behavior are strongly related to each other. Consequently, 
the relationships just described also were documented when nor-
mality of behavior was included as one of the criteria. In view of the 
strong relationship between the normality and performance cri-
teria, it would have been surprising if the results had been other 
than those obtained. This does not, however, detract from the im-
portance of these findings. We may conclude that patients who fail 
to perform at an adequate level, occupationally and socially, are 
the ones who usually manifest abnormal behavior. Further, former 
patients with these characteristics live in different milieux from 
those who do not manifest such behavior.15 
These results extend the generalization potential of the specific 
relationships we found, where performance measures were the only 
criteria employed. Nevertheless, these findings are subject to sev-
eral qualifications, which may be noted briefly. 
One qualification derives from the nature of the survey technique 
itseH. By virtue of the particular need in survey studies for opera-
tionally defined criteria, our principal emphasis has had to be 
placed on performance measures, although we have attempted to 
overcome this to some extent by the introduction of other criteria 
such as normality versus abnormality of behavior. Our analysis 
hardly exhausts the variance that can be accounted for by a study 
of the family, however, and in order to move beyond broad quanti-
tative descriptions in attempts to understand the posthospital ex-
perience of mental patients, other kinds of approaches are required 
as well. 
14 Ozzie G. Simmons and Howard E. Freeman, "Familial Expectations and 
Posthospital Performance of Mental Patients," op. cit. 
15 Howard E. Freeman and Ozzie G. Simmons, "The Social Integration of 
Former Mental Patients," International Journal of Social Psychiatry, 4 
(Spring,1959),pp.264-271. 
Another qualification is that several of the variables .associated 
with performance level among the patients studied are retrospec-
tive in nature. For example, we do not know if the personality dif-
ferences between relatives of high and low level patients are 
merely the product of the differences in. patients' performance 
levels. Perhaps the relative' s responses to the personality items are 
a consequence of having a high or low level patient in the house-
hold, rather than a precedent condition. Similarly, in studying the 
relationships between family members' expectations and patients' 
performance levels, retrospective data were used, and, therefore, 
we cannot answer definitively the vital question of whether or not 
the expectations are merely postdictions on the part of the rela-
tives. Nevertheless, we are reasonably confident that the relation-
ships we have found will be supported in further research since the 
limitation of retrospection does not apply to a number of the other 
variables associated with performance level. There is consistency 
of results between variables which do and do not have this retro-
spective quality. 
Although the findings in this survey are consistent with and sup-
port the proposition that tolerance of deviance on the part of family 
members may play an important part in the posthospital experi-
ence of mental patients, it is likely that we have oversimplified the 
processes by which low level patients can continue to remain in the 
family. The proposition regarding tolerance has provided a con-
venient departure point for derivation of our hypotheses, but there 
inay well be other explanations that can also account for our find-
ings. For example, some families may not "accept" the patient but 
may not know how to go about rehospitalizing him; some family 
members may keep him, not out of tolerance, but because he grati-
fies particular emotional needs; and some may encourage him to 
maintain a dependent status because adequate performance would 
be too competitive with the male parent and too threatening to the 
latter's power position in the family .16 
18 John Cumming has suggested some of these alternative possibilities, with 
particular emphasis on the last one, in private correspondence. 
A Two-Stage Study 
In order to permit more ample consideration of such complexi-
ties, and to answer some of the vital questions raised by the qualifi-
cations to our findings, we are presently engaged in a survey on a 
much larger scale designed to strengthen and broaden our findings 
and to extend their generality. OUr current study builds upon the 
results of the two previous surveys. Although certain additional 
conceptual distinctions are included, with accompanying modifica-
tions in the variables employed, the two principal innovations are 
procedural and methodological: 1) Relatives of female as well as 
of male patients are included in the study group in order to extend 
the generality of the findings. 2) A two-stage study design is em-
ployed so that a priori predictions can be made regarding post-
hospital performance, thus reducing the severity of the retrospec-
tion limitation. The first interview was obtained as soon as possible 
after the patient returned to the community. In the event he re-
mains in the community for a year, a second interview takes place 
at that time. H the patient returns to the hospital during the year, 
the second interview is secured as soon as possible after hospitaliza-
tion. In our previous survey, we assumed that patients who return 
to the hospital have families similar to those of patients with high 
performance levels. The present study should permit examination 
of whether or not high level patients who remain in the community 
come from the same type families as do those patients who are re-
hospitalized. 
The characteristics of the study group are similar to those em-
ployed in our previous study, except that female patients are also 
included. Each patient selected was last hospitalized at one of 12 
hospitals in eastern Massachusetts, of which nine are state and 
three are Veterans Administration, and was released from the hos-
pital during the first six months of 1959. Of the 702 interviews at-
tempted, 649 ( 92%) were completed, 280 of which were with males 
and 369 with females. Approximately haH the patients are married. 
As in our previous survey, interviews were conducted by psychi-
atric social workers in the home, unless the informant desired 
otherwise. A standardized interview schedule was employed, and 
interviews averaged somewhat less than two hours. 
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Although the second wave of interviews is not yet completed, 
data from the first interviews representing the relatives' reports of 
the treatment experiences of patients and their families during the 
earliest months after hospitalization have been analyzed.11 A large 
proportion of patients continue to have contact with hospital per-
sonnel after they return to the community. This contact, however, 
is rarely initiated by the patients; virtually all out-patient treatment 
is requested by the hospital, primarily to comply with laws regard-
ing trial visit supervision and discharge. Over 90 per cent of the 
410 patients who visited the hospital did so at the hospital's re-
quest. Actually, the relatives reported, in 50 per cent of the cases, 
that the only reason the patients visited the hospital was that they 
were "told to come back." 
Tranquilizing drugs appear to be used extensively by patients 
after return to the community. Approximately 80 per cent of the 
study group were on drug therapy sometime during their hospitali-
zation, and the continued use of tranquilizers after hospitalization 
was prescribed for about 50 per cent of the patients. 
Only a small proportion (about six and one-half per cent) of 
patients had contact with professional persons in the community 
other than their private physicians. The number of patients seeing 
psychiatrists and social workers in the community becomes mini-
mal when those who attend V.A. clinics in lieu of trial visit super-
vision by hospitals are taken into account. There is apparently con-
siderable need to broaden the scope of posthospital care and to 
secure the cooperation of former patients. 
The data regarding services used by relatives of patients are 
consistent with the findings about treatment experiences of pa-
tients. Contact with psychiatrically trained practitioners in the 
community is very limited-prior, during, and subsequent to the 
hospitalization of the patient. 
The evidence from our previous survey indicates that we will 
not find any change in this picture after a longer stay in the com-
munity. In the study of patients who remained in the community 
11 Howard E. Freeman and Ozzie G. Simmons, "Treatment Experiences 
of Mental Patients and their Families," American Journal of Public Health, 
(forthcoming). 
for over a year, only about ten per cent had contact with profes-
sional personnel after hospitalization, with the exception of medi-
cal practitioners. 
Another set of findings from our first-wave data enabled us to 
re-examine the generalizations regarding release process that we 
developed in our earlier study of consensus and coalition in decid-
ing where the patient should live upon returning to the community. 
Our current findings are consistent with the earlier results, with the 
exception that the proportion of cases in which there is disagree-
ment regarding where the patient should live after hospitalization 
is lower this time. 
Conclusion 
In conclusion, we may consider briefly some of the implications 
for practice that can be drawn from our findings, tentative though 
they may yet be, with respect to release from the mental hospital 
and return to community settings. Caution must be urged in gen-
eralizing from our findings, particularly since the study group was 
drawn from a single metropolitan area and consists of patients 
selected in terms of age, sex, diagnosis, and other characteristics. 
The task of application of our findings must be left to the practi-
tioner, however; we do not see it as part of our role. Our obligation 
is to insure that the knowledge we provide is relevant and useful 
for the practicing professions as a base in program development, 
and that this knowledge is supported by the most definitive docu-
mentation possible. . 
On the basis of the findings from our completed survey, it seems 
clear that the needs of the individual patient and the goals of hos-
pitalization cannot be viewed independently of the patient's post-
hospital world, and judicious decisions regarding the re~ease of the 
patient require documentation of the characteristics of his world. 
For example, when the former patient is a husband, the demands 
imposed on him specific to this role usually take precedence over 
any other factors. Hospital personnel who release low level patients 
to wives are likely to have to readmit them, and it may be advisable 
to consider alternative community settings for these men. When 
the patient is a son, however, there are a number of familial varia• 
hies that can take precedence over low level performance. Since a 
large number of parental families are likely to retain low level pa-
tients, it seems likely that a higher proportion of "sons» presently 
hospitalized could be relea8ed to the community. This would have 
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the virtue of freeing hospital beds, but it is doubtful if patients 
would move toward higher performance levels in such settings. 
There is a need for appraisal of the practice of releasing patients 
who are less than well on the basis. that the treatment process will 
continue after hospitalization. The fact that many such patients do 
not return to the hospital is not sufficient evidence for the sound-
ness of this practice. Our findings suggest that many of these pa-
tients remain in the community because they have been returned to 
milieux where they are preserved like files in amber. In such situa-
tions, former patients may be described as living in one-person 
chronic wards where they are given custodial care by family mem-
bers. 
In effect, the acceptance of low level patients by certain kinds of 
families tends to insulate these patients from the observability of 
treatment agencies and other community services. By placing them 
in this limbo, the needs these patients may have for continued or 
more intensive therapeutic care are obscured once they are re-
leased from the hospital. The family setting in which the deviant is 
tolerated is often regarded as a therapeutic milieu, but permissive-
ness and acceptance in themselves are not necessarily therapeutic. 
We find that low level performance and bizarre behavior on the 
part of the former patient occur most often in those families which 
have low expectations regarding his posthospital behavior. Perhaps 
a family milieu characterized by expectations that are high at the 
time the patient returns to the community, and remain so, is most 
conducive to motivating the patient to strive for higher perform-
ance levels. 
It should be emphasized again that our research task is still far 
from complete and that these are frankly speculative observations. 
Thus far, for the most part, we have raised questions which we will 
seek to answer in our analyses of the two studies that constitute the 
major efforts of the Project. Both the two-stage survey and the 
longitudinal study are concerned with systematic inquiry into 
process for the observation and assessment of change-a focus 
which could not be encompassed in the studies thus far completed. 
Systematic knowledge relevant to the whole range of variation that 
exists in types of patients and types of posthospital situations will 
require careful, 'painstaking research on a much broader front than 
one small group of researchers can offer, however. Fortunately, a 
number of other efforts have already been initiated in this field. 
In view of the structure of our society, it appears that the former 
patient tends to walk between two worlds-the hospital relinquishes 
all responsibility once he is out the gates, and the community fails 
to assume this responsibility. The patient is left, with his family, to 
work out his own fate, and as we have seen, family members are not 
always equipped to act as effective rehabilitation agents. 
Mobilization of the hospital's and community's interest and 
effort can constitute a substantial step toward amelioration of 
problems in this area. It is hoped that the research activity now 
developing on a number of fronts will provide the substantive and 
methodological knowledge necessary to channel effectively this 
interest and effort. 
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